Introduction
Maternal and fetal mortality and morbidity due to Placenta Previa are considerable, and constitute too much burden on health care resources [1] . Worldwide increasing cesarean section rates are expected to have a parallel increase in the number of cases of Placenta Previa with all the expected complications, including pathologically adherent placenta. Decidual deficiency at the scar area is believed to be the contributing factor. This morbidly adherent placenta, with the various grades of severity according to depth of penetration, constitutes a serious and possibly a life threatening complication during pregnancy. It could present with massive intrapartum hemorrhage either spontaneously or during trials to separate the placenta during caesarian section [2] [3] .
Surgical interference in these cases requires a competent multidisciplinary team including urologist, vascular surgeon and possibly interventional radiologist for possible selective artery embolization. An efficient team capable for managing possible complicated situations will reduce mortality and morbidity to the least possible [1] [4] . This is comparable to a previous review in King Abdul-Aziz University Hospital analyzing placenta previa cases from the period 2001 to 2013, reported 11.3% hypovolemic shock with massive blood transfusion, admission to I.C.U and 6.5% hysterectomy. Their cases were 82% unbooked patients compared to 52% in our study.
Patients and Methods
The Ethical approval to conduct this work was obtained from the research ethi- 
Results
Total deliveries during the study period were 6000. (Figure 4 ).
Comparison of the cases of placenta Previa with the cases of placenta previa with morbidly adherent placenta, revealed that morbidity rates were higher in cases with morbidly adherent placenta than cases with placenta Previa only. The difference between the two groups was statistically significant (P < 0.001) ( Table   1 ).
Only one case from the morbidly adherent placenta Previa cases, was diagnosed preoperatively by more professional ultrasound and confirmed by MRI (9%). Other cases were just diagnosed as placenta Previa by basic ultrasound and discovered accidently during caesarean section to be accreta, increta or percreta.
Interestingly, revising this one previously diagnosed case, one of them went morbidly free but the other case had intraoperative hypovolemic shock, accidental bladder injury and postoperative admission to intensive care. Due to the small sample size, no statistical conclusion could be obtained.
Discussion
Antepartum hemorrhage constitutes a major cause of maternal and fetal mortality and morbidity. In the existing study, the incidence of antepartum hemorrhage was 20.8/1000 live births. Out of these cases, placenta Previa was the leading cause constituting 76.8% of antepartum hemorrhage cases (16/1000 live births). Some studies agreed with our finding and in others, placental abruption was the leading cause [5] . The incidence of placenta Previa in our study was much higher than reported before. In a meta-analysis report in 2003, overall prevalence rate of placenta Previa was 4.0/1000 live births [6] . This increased incidence in placenta Previa cases in our study is expected and parallel with the progressive increase in caesarian section rates and number of referred cases from other hospitals and clinics to King Abdul-Aziz University Hospital which is a tertiary care hospital. This also can be explained by the fact that placenta Previa is a leading cause for antepartum hemorrhage as these cases are more commonly to be diagnosed early and referred from other centers and hospitals electively more than accidental hemorrhage that can occur suddenly and unpredictably giving little time for referral.
In the present study, morbidity rates for all reported cases of placenta previa were 37.5%. This is comparable to a previous review in King Abdul-Aziz University Hospital analyzing Placenta Previa cases from the period 2001 To 2013.
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They reported 11.3% cases of hypovolemic shock with massive blood transfusion and admission to the intensive care unit (ICU) and 6.5% cases of hysterectomy. Their cases were 82%unbooked patients compared to 48% in our study [7] .
Although it is considered a rare pathology, there is a worldwide increased incidence of morbidly adherent placenta due to increasing caesarian section rates.
In our study, morbidly adherent placenta was encountered in 11.46% of placenta Previa cases. This is comparable with other studies that revised 64,359 deliveries over 20 years and reported an overall incidence of placenta accreta to be 1 in 533 live births [8] . Another study analyzing placenta Previa cases in 10 Austrian hospitals between 1993 and 2012 reported concomitant adherent placenta to be present in only 4% [9] .
It is well known that cases with morbidly adherent placenta are associated with higher maternal mortality and morbidity rates. The American College of
Obstetrics & Gynecology (ACOG) committee opinion on placenta accreta provides a review of literature on diagnosis and management of placenta accrete 2012 [10] . Undiagnosed placental abnormalities can present a challenge to small and rural facilities without adequate blood supplies on hand or access to subspecialists required for a complicated accreta delivery. An estimated 7% of women with placenta accreta die, usually due to hemorrhage [10] . Out of our 125 cases with antepartum hemorrhage, we did not record any maternal mortality. Otherwise than maternal mortality rate, results of our study agreed with the ACOG committee opinion. Results of our study revealed a high morbidity rate in cases with morbidly adherent placenta than cases with Placenta Previa only. The difference between the two groups was statistically significant.
In our study, only 9% with morbidly adherent placenta was diagnosed prenatally by ultrasound and MRI. In a cohort study in the United Kingdom (UK) analyzing 134 cases with placenta accreta over 1 year study, 50% of these cases had been suspected by ultrasound in the antenatal period [11] .
Our low rate of prenatal diagnosis could be explained by the fact that only 52% of these cases were booked patients and others were first in emergency labor pains and/or bleeding. Another possibility is a lack of a definite protocol during routine outpatient antenatal ultrasound to select cases that need a more professional, ultrasound or MRI especially for those with previous uterine scar and anterior placenta. Due to small number of prenatally diagnosed cases in our study (1 case), we cannot conclude whether prenatal diagnosis of morbidly adherent placenta can improve the maternal outcome and decrease complications rate. In previous studies, prenatal diagnosis decreased marked complications rate due to multidisciplinary team intervention in these cases [11] [12] . In a previous study, comparing morbidity rates between cases who received the standard obstetric care to that with prenatal diagnosis, thus managed with an ideal precautions and adjusting all needed facilities. Morbidity rates were significantly less in the latter cases. We noticed that apart from estimating the exact amount of transfused blood in their study as we are lacking this data in ours and so, we considered the reported hypovolemic shock in the patient's file as a marker of massive transfusion, other parameters of morbidity were more or less similar to ours. It is noticeably evident that our complications rate was very comparable to their recorded ones in the ideal circumstances [13] . This could be attributed to the strict rules in King Abdul-Aziz University Hospital that provide on call consultants in different specialties that can constitute a multidisciplinary emergency team at any time with an available blood bank inside the hospital.
Conclusion
The present study revealed an increase in the incidence of cases of placenta Previa with concomitant morbidly adherent placenta at King Abdul-Aziz University
Hospital. Although we observed a low detection rate of this serious pathology in the prenatal period, it seems that presence of a multidisciplinary team and an available efficient blood bank counteracted the diagnostic pitfalls. A definite screening protocol during antenatal ultrasound is highly recommended to pick up suspicious cases for further confirmation by more professional ultrasound or by MRI if necessary. Whether prenatal diagnosis can further decrease morbidity rates, we cannot conclude an issue due to small number of prenatally diagnosed cases in our study and lack of precise recordings in patients' files. Further multicenter studies are needed to evaluate this.
